Mr. Cawthorne (in reply) said that Dr. Hinds Howell had mentioned disseminated sclerosis. The speaker had found that a characteristic otological feature of disseminated sclerosis was a normal cochlear function with abnormal vestibular changes, and he thought that thev had to be on the look-out for disseminated sclerosis in cases with vertigo, especially in young patients.
Dr. Howie had mentioned the endolymph flow in the caloric test. Mr. Cawthorne rather doubted whether, in some cases, the caloric stimuilus was strong enough to affect more than the most prominent part of the endolymphatic system. They were all aware of Dr. Kobrak's work on the minimal caloric. stimuli. He had not employed that method because time was a great factor, and if one had six, eight, or ten cases to examine at a clinic it would not be possible to use this method, however good it might be.
Dr. Frey had mentioned the rotation test, but he wondered whether with short rotation one knew whether one was dealing with a starting stimulus or a stopping stimulus-perhaps it did not matter. 0 Mr. Hallpike had mentioned the simplification of tests and had asked whether he meant the simplification of the tests themselves or the conclusions drawn from them. What he was rather trying to stress was the need for some basic principles of which they could be reasonably sure. When reading about this subject he found that some authors were inclined to complicate matters by suggesting syndromes based on a few cases.
Dr. T. 0. Howie (also in reply) said that he had been interested in what Dr. Frey had said about taking the history. He was alwavs careful to do so, and endeavoured to get a lead from the symptoms of which the patient complained and the manner of development of those symptoms. The question of any tinnitus was also very important.
Dr. Kobrak said that he agreed as to the method of measuring the quantity of stimulus. It was not necessary in order to decide whether there was hyper-irritability or not, to turn the patient on the chair. If one turned the head of the sitting patient one could appreciate the nystagmus, and appreciate very often its difference of strength and quantity as between one side and the other, but it was not enough to make any decision from such a test as to the quantity of excitability.
He also agreed with Dr: Frey as to the importance of taking the history of the patient. A good and careful history was half the diagnosis.
He had been asked how he measured the nystagmus. He did not measure the amplitude, that would be very uncertain; he measured the stage of latency and the stage of duration of the nystagmus. The duration was more in the range of the central sign. It was to be emphasized that these tests of which he had spoken took up a great deal of time. He would not like to recommend them as general tests in all cases of brain lesion, but there were some cases over which it was possible and necessary to take a considerable time, and here the tests he had described were most appropriate and useful. The patient, a male, after suffering from constant colds, had developed increasing deafness associated with a high-pitched tinnitus. When seen for the first time (February 1934), two years after onset of symptoms, he was markedly deaf in the right ear and extremely deaf in the left-it being necessary to shout into this one before he could hear anything at all. There was no history of otosclerosis in the Proceedings of the Royal Society of Miedicine 82 family or of otorrhaea. The tympanic membrane was intact but bound down by adhesions. Test results were characteristic of conductive deafness and the case was considered to be one of " chronic adhesive process Unfortunately, no audiometer being at that time available in India, no audiograms could be made.
The operations were performed between March and August 1934.
Mr. HUTCHINSON said that the important question in a case of this nature was not whether the patient could hear a tuning fork better as the result of the operation, but whether he was better fitted to meet the ordinary conditions of life.
This man could hear a certain amount at all events, and that certain amount had been retained for five years. But what seemed to be more important was the fact that after operation he was not only able to complete his Army service instead of being " invalided out ", but to secure and hold a job in civil life; in other words he had been converted from a useless member of society into a fairly useful individual and, of course, a much happier one, particularly as tinnitus had completely disappeared. a Sourdille was inclined to think that post-operative failure in these cases was due to decollement of the flap, keloid development, or secondary ulceration. He denied that callus formation occurred.
Holmgren did not agree with Sourdille. He stated that callus formation did occur in certain cases and occluded the fenestration that had been made, but he entirely agreed with Sourdille that, if at a later operation the mastoidectomy wound were reopened and the flap lifted up, the patency of the fenestration ascertained and the flap reapplied, recovery of hearing would be obtained. As a matter of fact Sourdille has more recently modified his views as to callus formation occurring.
He (Mr. Hutchinson) had operated on three cases by this technique, but only one had been a success. The first one failed after preliminary improvement, probably owing to decollement, and the patient refused to undergo further operation. The second failure was duie to an unfortunate accident. He was then using an ordinary smallest size mastoidectomy chisel and only had one such instrument with him, and when he was opening the external semicircular canal the chisel snapped. He could therefore only make a more or less pinpoint opening in the canal and the operation could not be completed. He had juist to do what he could, put the flap back, and hope for the best. But even that patient got a certain amount of improvement in hearing which lasted for some months, when the patient was lost sight of. Since then he has employed filesteel chisels (of which specimens were shown), which are preferable in every way. Now Holmgren said that part of the trouble, particularly in this " chronic adhesive process" deafness, was that the tympanic membrane was so crippled by the adhesions and thickened mucous membrane that it could not work, and that, if the head of the malleus were taken away, the tympanic membrane would be given more space and would work better. It might therefore be argued that the patient's improved hearing in this case was due to this removal of the malleus head and not to the construction of the new secondary tympanic membrane. He would, however, like to draw attention in this case to the facts that, whereas he had operated in three stages in the effort to avoid sepsis (though at home he thought a two-stage operation was better), and though the malleus head was removed at the first stage, there was absolutely no improvement in the hearing, and the patient actually went to the length of writing home for details regarding hearing aids. After the second stage there was again no improvement, and the patient was getting pretty desperate. However, the third stage resulted in the improvement shown.
Mr. Hutchinson exhibited on the lantern screen a detailed account of the technique which was pursued. He also showed an audiogram taken the previous evening, which represented the patient's condition five years after operation, and drew attention to the fact that in the operated ear the air conduction hearing was considerably higher than in the unoperated ear, whereas before operation this had been by far the deafer ear of the two.
